
Although circumstantial evidence shows that treat-
ment with metformin may be linked with lactic
acidosis, no causal relation has been proved. Met-
formin is proved to reduce plasma glucose and
complications of diabetes. Uniquely, it is the only
hypoglycaemic agent to date that has been shown to
reduce the macrovascular complications of diabetes.1

Current published guidelines vary and may limit the
use of metformin and cause confusion among doctors.
It is essential that the benefits of treatment with
metformin be made available to as wide a group of
appropriate patients as possible without laying
prescribers open to criticism or litigation in the event
of concomitant lactic acidosis. A simplified and
pragmatic set of guidelines should be adopted,
stressing the importance of renal clearance of
metformin and withdrawal of metformin in patients
with tissue hypoxia.

As metformin is the only oral hypoglycaemic agent
proved to reduce cardiovascular mortality, its use
should be as widespread as possible in type 2 diabetes.
We hope that these suggested guidelines are less
ambiguous than current ones and prevent the current
situation of many clinicians, who are having to ignore
written contraindications in order to maximise the use
of metformin appropriately.
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Evidence based policy making
Impact on health inequalities still needs to be assessed

Powerful, rich, and well educated people tend
to live longer and healthier lives than their
less advantaged counterparts. These socio-

economic inequalities in health have been observed
in a range of societies—developed, developing,
market led, welfare state, and communist. Their
expression, however, may vary according to how the
particular society is stratified—for example, by
income or wealth in the United States, by social class
in the United Kingdom, or by education in Europe.
They occur across a wide range of causes of death and
types of illness, have been observed since accurate
statistics were first available, and seem to have been
increasing.1

Several governments have recently proposed
strategies to reduce socioeconomic inequalities in
health.2–5 An issue rendering strategy development in
this field difficult is that, although a lot of inform-
ation is available about the magnitude and causes of
socioeconomic inequalities in health, rather less infor-
mation is available about the effectiveness of policies in
reducing them.6 The recent Cross-Cutting review in
England noted that intervention research is scanty

compared with the much larger body of observational
evidence that describes inequalities.5 This is shown by
the fact that the review contains six boxed lists,
containing between them 50 examples of inequalities
in health and only one box with rather general, and
mainly process related, recommendations for success-
ful interventions.5

Unfortunately, knowing the prevalence and causes
of a health problem does not always tell us the most
effective way to reduce it. For example, knowing the
links between smoking and lung cancer, child labour
and poor health, or HIV and AIDS may help provide
goals such as reducing smoking, child labour, or risky
sex, but does not necessarily tell us how to achieve
these goals. As is apparent from several fields, the plau-
sibility of proposed interventions is no guarantee of
their actual efficacy.7 Thus anyone wanting to reduce
inequalities in health is faced with a lack of information
about what actions would be most successful.

Why do we lack this information? Firstly, many
studies, such as a recent randomised controlled trial of
supplementation with antioxidant vitamin to prevent
heart disease and cancer,8 do not report whether
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differential effects by social class were observed. One
might predict that disadvantaged people with diets
below some threshold of adequacy could have
benefited, but such studies may not have the power to
examine the existence of such differential effects. Con-
versely, interventions with overall health benefits might
result in persisting or widening inequalities (as has
been reported for immunisation uptake in the north of
England9 and use of folic acid before conception in the
Netherlands.10 Most studies, including systematic
reviews, simply do not report whether any socioeco-
nomic differences in effectiveness have been noted.

Secondly, in the United Kingdom at least, public
health research often focuses more on documenting
problems and describing the process of trying to solve
them than on evaluating the effectiveness of proposed
solutions. A recent review for the Health Development
Agency found that only 4% of public health research in
the United Kingdom dealt with interventions, rather
than descriptions of problems, and of this proportion,
only 10% (0.4% of the total) focused on the outcomes
of the interventions.11

Thirdly, asking for higher standards of evidence of
the effectiveness of interventions is sometimes deemed
to be a recipe for inaction, and doing something is felt
to be better than doing nothing.12 However, these
“somethings” should, as the Acheson committee
recommended and the United Kingdom’s government
agreed, be monitored for their impact on inequalities
in health.2 Although reducing such inequalities in
health has been an overarching goal of public health
policy over the past five or so years in the United King-
dom, initiatives aiming to do this have often been set
up in ways that make it difficult to estimate their overall
effects or impact on inequalities.

Programmes such as health action zones in
England and health demonstration projects in
Scotland are being evaluated, but many such initiatives
are not designed to facilitate robust evaluation of out-
comes. The random allocation of individuals or com-
munities to receive new programmes is often regarded
as unacceptable (for example, random allocation of
communities to the “Sure Start” programme was ruled
out at ministerial level). But when scarce resources can
be directed only towards a limited set of places or
people, why not randomise those who do or do not
receive them, or phase their introduction, to allow sys-
tematic evaluation of their effects? For example, if
funds are available for only 10 health action zones,13

and who gets them depends partly on the advocacy
skills of local residents, perhaps it would be fairer, as
well as more informative, not to choose the 10 poorest
or most vociferous areas but the poorest 20, then ran-
domise them to intervention and comparison arms
and monitor the impact.

Fourthly, although the British government
endorsed the principle of assessing the impact of

inequalities in health, this has increasingly become
interpreted as a screening and scoping activity (trying
to anticipate what impact a proposed programme
might have on inequalities) rather than as a monitor-
ing activity (assessing what impact the programme has
actually had).14 Unless we undertake the monitoring
task, however, we will not have the information on
which to base the predictive exercise.

If governments are serious about wanting to
reduce inequalities in health they should not
necessarily wait until we have better evidence about
the relative effectiveness of different strategies. They
should encourage the systematic collation and
dissemination of the best international evidence of
effectiveness, as has been done in Sweden and the
Netherlands,3 4 and is being done in the United King-
dom through the Health Development Agency’s “Evi-
dence into Practice” programme.15 They should
encourage research studies and routine statistics to be
designed so that differential effects on, or trends
among, different socioeconomic groups can be
detected. Most importantly, they should design and
implement social and public health initiatives in ways
which facilitate good quality evaluations of effective-
ness and monitoring of impact on health inequalities.
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